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doi:10.1016/j.ijsu.2007.02.004Abstract Gallstone ileus is an uncommon cause of small bowel obstruction and is rarely sus-
pected preoperatively. Patients are usually elderly and present with features of small bowel
obstruction. Commonest site of impaction of the gallstone is the terminal ileum. We report
a case of gallstone ileus in a 37-year-old female who presented with vomiting and anuria,
and without any symptoms of intestinal obstruction. Intraoperatively the gallstone was found
impacted at the duodeno-jejunal flexure. Impaction of gallstone at the duodeno-jejunal flex-
ure is yet to be reported in literature.
ª 2007 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.Case report
A thirty-seven-year-old female patient presented with
persistent vomiting for 48 h and anuria for 24 h. She had
no history of abdominal pain, distension or constipation.
The patient was immediately admitted. With the help of in-
travenous fluids and diuretics, she improved within 24 h.
Subsequently, an upper gastrointestinal endoscopy was
done, which revealed a normal study up to second part of
duodenum.
The ultrasonography of the abdomen revealed an echo-
genic shadow inthe leftupperabdomen,butexactanatomical
localization was not possible. A computerized tomography
(CT) scan of the same region revealed a huge calculus in the
duodenum, just to the right of the aorta (Fig. 1).7 Bepin Pal Road, Kolkata e
.
.com (S. Chatterjee).
7 Surgical Associates Ltd. PublishAfter proper optimization, the patient was taken up for
surgery. A large calculus was found impacted at third and
fourth part of duodenum, extending on to the duodeno-
jejunal flexure. The calculus could not be mobilized either
proximally or distally. A cholecystoduodenal fistula was
present. No other calculi were present in the gall bladder.
An enterolithotomy, cholecystectomy and repair of the
cholecystoduodenal fistula were performed at the same
sitting. The patient made an uneventful recovery.
Discussion
Gallstone ileus is an uncommon cause of small bowel
obstruction and is more common in the elderly. Our patient
was unusually young to present with gallstone ileus. It
usually presents as a surgical emergency with features of
intestinal obstruction and is rarely suspected preopera-
tively. Our patient gave no history suggestive of small bowel
obstruction.ed by Elsevier Ltd. All rights reserved.
Figure 1 CT scan of the abdomen showing the gallstone in
the duodenum just to the right of the aorta.
e56 S. Chatterjee et al.The classical triad of Rigler is seldom visualized on plain
abdominal radiographs. CT scan is the investigation of
choice, but the radiologist should be aware of CT findings
of gallstone ileus. A calculus may be picked up by UGI
endoscopy, if it is in first part of duodenum.
The commonest site of impaction of the calculus is the
distal ileum. It may be found in the duodenum causing
Bouveret’s syndrome. It is very rarely found in the jejunum.1
Presence of gallstone in the duodeno-jejunal junction is
yet to be reported in literature. In our case, we encoun-
tered this unusual location of the gallstone.
Regarding management options, different schools
have different opinions. One school believes in doing
a primary enterolithotomy as an emergency procedure.
Cholecystectomy and repair of cholecystoduodenal fistula
are done at a later date.2
A second school believes in doing all procedures at the
same sitting. This is advisable, only if the patient is stable,
with no significant co-morbidities.A third school believes in doing just an enterolithotomy.
Thecholecystectomy is notdoneunless thepatient complains
of recurrent symptoms.3 Staged laparoscopicmanagement of
gallstone ileus and the associated cholecystoduodenal fistula
is also feasible and safe.4 Ultimately, the safest surgical
option depends on the surgeon’s judgment.
Conclusion
Thus, although it is a rare cause of small bowel obstruction,
gallstone ileus should be kept in mind when dealing with
a case of small bowel obstruction. The entire length of the
bowel should be thoroughly inspected as the gallstone may
be impacted at locations other than the commonly
described distal ileum. Moreover, when other common
pathologies of obstruction have been ruled out, one should
always check for enteroliths.
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